The objective of this study was to explore health-seeking behaviors and barriers faced in accessing care among homeless youth living in Ho Chi Minh City, Vietnam. Twelve in-depth interviews were conducted with homeless youth aged 18 to 25. Participants were identified using purposive sampling. Data were analyzed using constructivist grounded theory techniques. Interviews with youth revealed that while living on the streets, they had to balance their need for security with attending to their daily survival needs, which led to a disconnection from thinking about their health. When faced with a major health issue, youth turned to their informal networks of support instead of seeking immediate medical care. To manage their basic health needs, youth obtained medicine and health advice from local pharmacies and sought advice from social workers. Homeless youth interviewed in this study relied on an informal network of peers, social workers, and pharmacies when engaging with the health care system. They also faced several barriers to accessing health services, many of which are tied specifically to policies that make homelessness discriminated against in Vietnam. Within Vietnam's unique political and social context, there is a need for increased collaboration between service providers such as health clinics, local pharmacies, and social workers to provide appropriate health services to this vulnerable population.
In developing countries, health care for young people living on the streets has focused largely on HIV/AIDS prevention, treatment, and care (Radford, King, & Warren, 1989) . Healthseeking beyond HIV/AIDS services has not been as thoroughly investigated; in fact, scholars who study international homeless adolescent populations call for increasing research to explore the factors that influence homeless youth's health-seeking behavior (Hudson et al., 2010; Raffaelli, 1999; Slesnick, Dashora, Letcher, Erdem, & Serovich, 2009 ). This lack of information about the health-seeking behavior of homeless youth extends to Vietnam, where there is a growing population of young people living on the streets (Ensign, 1998; Ensign & Gittelsohn, 1998; Hong & Ohno, 2005) . The paucity of research on Vietnamese homeless youth is due largely to the hidden nature of this population and the challenges presented by the government's refusal to acknowledge their presence (Edmonds & Turk, 2002; Gallina & Masina, 2002; Terre des Hommes Foundation, 2004) . Vietnamese homeless youth are described among local citizens as "bụi đời", or "children of the dust" (Ensign, 1998; Human Rights Watch, 2006) . They are colloquially known by social workers and health professionals in Vietnam as "street youth" or "homeless youth". In 2010, the Vietnamese Ministry of Labour, Invalids and Social Affairs (MOLISA) found that more than 160,000 Vietnamese youths were considered orphans or abandoned children; 14,574 children were living in institutions; and 13,000 children resided on the streets (MOLISA 2010, p. 211) . For comparison, approximately 30,000 young people live on the streets in Thailand (Khaopa, 2010) , and approximately 3,000 homeless adolescents live in Cambodia's major cities (Maza, 2017) . How to address the rising population of homeless young people in Vietnam has become a focus of increasing concern for the international community (Ekman, Liem, Duc, & Axelson, 2008; Fern, 2006; Terre des Hommes Foundation, 2004) .
Without support, Vietnamese homeless youth face significant obstacles that impede their ability to live healthy lives. The strict government policies regarding homelessness force homeless youth to hide in parks and markets due to fear of being arrested by the police (Gallina & Masina, 2002) . The homeless population in Vietnam is highly policed, and homeless youth in Vietnam are routinely rounded up by police and sent to detention centers where they are detained for months to years at a time. These facilities, which are often referred to as rehabilitation centers, also house individuals with substance use disorders, sex workers, orphans, and disabled people without family support who have been arrested and detained by law enforcement (Gallina & Masina, 2002; Human Rights Watch, 2006) . Detainees are often subject to extensive hours of forced labor, along with physical and sexual abuse (Amon, Pearshouse, Cohen, & Schleifer, 2013) . There is international agreement that the rehabilitation centers do not create positive change in captives' lives (U.S. Department of State, 2011) . Homeless youth in particular remain quite vulnerable once released (Human Rights Watch, 2006) , as they are placed once again on the streets without any social support services to assist with their reentry into the community.
Because their health-seeking behavior is so poorly understood (Jones, Presler-Marshall, & Thuy, 2014; Minh, 2008) , it is difficult for non-profit organizations and hospitals to create health care services that are well-utilized by Vietnamese homeless youth. In this manuscript, we seek to provide a deeper understanding of the health-seeking behaviors of homeless youth living in Ho Chi Minh City (HCMC), one of Vietnam's major cities, and of the barriers they face in accessing care. Ecological theories of health behavior (McLeroy, Bibeau, Steckler, & Glanz, 1988) , which include individual, interpersonal, and environmental factors (Sallis, Owen, & Fisher, 2008) , helped to frame our study design. Research has shown that changing individual behaviors can decrease the occurrence of chronic diseases (Martin, Haskard-Zolnierek, & DiMatteo, 2010) . However, behavior change necessitates a deeper understanding of the multiple social and environmental factors that influence health-seeking, particularly among vulnerable populations such as homeless youth in Vietnam. Gaining a deeper understanding of the processes and mechanisms that youth undergo to access care may lead to the development of health care interventions to assist them.
Methods

Qualitative Approach
Our research team employed a constructivist grounded theory (CGT) approach (Charmaz, 2014) to examine health-seeking among homeless Vietnamese youth. We used CGT in order to develop a theoretical explanation (Corbin & Strauss, 2007 ) -a context-specific framework (Denzin & Lincoln, 2000; Marshall & Rossman, 1995; Merriam, 2009 ) -grounded in data from participants who had themselves experienced homelessness (Corbin & Strauss, 2007) . The CGT approach was compatible with our study because it is based on the assumption that as researchers we are actively co-constructing meaning with our participants through a subjective interrelationship. We allowed discussion topics around health-seeking behavior to emerge as our interviews progressed; following each subset of interviews, new questions and concepts were incorporated into our interview guide (described in more detail below). With this method, our interviews explored the individual, interpersonal, and environmental factors that impacted the health-seeking behavior of the Vietnamese homeless youth we interviewed.
Participants
For the purposes of this study, we defined youth as individuals between the ages of 18 and 25, and we included youth who had been living on the streets of HCMC for between 1 month and 10 years. We chose the age range of 18 to 25 because of Stanford University Institutional Review Board requirements. We could only include children under 18 if we were able to obtain parental approval, and most of our participants did not have access to a parent or guardian. HCMC was chosen as the location because it is the largest city in Vietnam, one of the fastest-growing cities in Southeast Asia and the destination of choice for most runaway children and youth (Dapice, Gomez-Ibanez, & Nguyen, 2010) . The 19 city districts, which vary in size, contain more than two dozen parks and markets where homeless youth live and work.
Procedure
Participants were recruited with the help of staff and social workers affiliated with the Save the Children in Vietnam HCMC office. This method of purposive sampling was appropriate given the hidden nature of the target population (Creswell, 2013) . All study participants were contacted initially by one of the social workers who described the project's purpose. Upon arrival, participants were briefed again and given an opportunity to refuse participation when the study was introduced, and again prior to signing the consent form at the start of the interview or focus group. Youth were told that their participation was voluntary and confidential. They were compensated for their time by receiving a gift bag that included an oral health kit (including toothpaste, toothbrush, and floss), a coupon for a health checkup at a clinic, a resource booklet telling them where they could seek social and health services, and 50,000 Vietnamese dong (the equivalent of 2.5 USD). Data collection consisted of two focus groups and 12 one-on-one interviews conducted over 8 weeks.
Focus Groups
First, two focus groups, with seven participants each, were conducted with formerly and currently homeless youths (Basch, 1987) . The focus groups lasted between 60 and 90 minutes. Focus group questions were informed by the study approach described by Rew (2000) and Bender, Thompson, McManus, Lantry, and Flynn (2007) that gave examples of how to pose questions about specific survival strategies to groups of homeless youth. We used these authors' interview approach as a starting place, but asked participating youths to expand and elaborate on the topics that would be most important in relation to health-seeking practices in Vietnam specifically. Participants in the first focus group consisted of seven current or formerly homeless youth leaders identified by a social worker at Save the Children in Vietnam. Formerly homeless youths met the same inclusion criteria as the currently homeless youths (namely, between the ages of 18 and 25 and having spent between 1 month and 10 years living on the streets). The second focus group consisted of seven currently homeless youths who met the study's inclusion criteria and were also identified by the same social worker at Save the Children in Vietnam.
Interviews
Focus group transcripts were reviewed by authors Boggiano and H. A. Nguyen, who met to discuss themes brought up by participants. Boggiano and Nguyen reviewed participants' responses systematically question by question, after which a semistructured interview guide was created. Following Rew's (2000) example of conducting individual interviews with youth after completion of focus groups, twelve additional homeless youths were recruited to participate in one-on-one interviews (see Appendix for interview questions). Interviews were conducted at the Save the Children in Vietnam HCMC office. Interviews lasted 2 hours on average. Every three interviews, the principal investigator (Boggiano) and an interpreter (H. A. Nguyen) met to discuss the previous three interviews and determine whether there were topics being mentioned by participants that warranted additional mention in the interview guide. Questions were adjusted as necessary during each of these check-ins. Together, the investigator and the interpreter, who served as co-researchers, engaged in a collaborative interview process whereby they were co-constructors of knowledge with their research participants (Charmaz, 2014; Harris, Boggiano, Nguyen, & Pham, 2013) .
Analysis
Eight female and four male homeless youths participated in the one-on-one interviews. The average age of the participants was 23 years, and the average length of time they had lived on the streets was 6 years. Five of the participants had grown up in HCMC, and most of the remaining seven were from provinces located in southern Vietnam's Mekong Delta region. The participants reported that their education ranged from no schooling to college education. Table 1 lists the demographic information for the 12 youths who participated in one-on-one interviews. Upon completion, the interviews were transcribed and translated by a professional interpreter from Save the Children in Vietnam, and all identifying information was removed prior to analysis. Half of the transcripts were coded line by line by two authors (Boggiano & Harris) . Initial codes were clustered together by topic to develop focused codes. The most frequent and significant focused codes were used to construct a codebook that consisted of 13 codes with definitions. Dedoose, a web-based qualitative data analysis platform, was used to facilitate data organization and coding (Sociocultural Research Consultants, LLC, 2014) . The codebook was uploaded to Dedoose, and its coding functions were used to code the first six interview transcripts. The finalized codebook was based on iterative discussions of interview transcripts (Hsieh & Shannon, 2005; Joffe & Yardley, 2004) .
Next, interrater reliability tests were performed using the other person's coded transcripts to ensure that agreement was reached. After obtaining a pooled Cohen's kappa statistic of 71.5% (Cohen, 1960; De Vries, Elliott, Kanouse, & Teleki, 2008) , authors Boggiano and Harris met to discuss and adjudicate each excerpt where agreement was not obtained. Cohen's kappa statistic is a widely-used measure to evaluate intercoder agreement as compared to the rate of agreement expected by chance. According to Landis and Koch (1977) , the Kappa statistic achieved was considered to be "good agreement". After the adjudication process was complete, and 100% agreement was reached, the remaining six interviews were coded. Next, a thematic analysis was conducted on the coded transcripts, iteratively refining themes until consensus was reached. The authors maintained memos related to analytic decisions, consulted with other team members, and discussed relationships among the codes that emerged from the data (Charmaz, 2014; Strauss & Corbin, 2015) . We undertook these processes to increase the credibility and trustworthiness of our coding process and application. We also met regularly to supervise each other's coding work and code applications, an approach which increased our ability to be reflexive and improved our teamcoding approach (Barry, Britten, Barber, Bradley, & Stevenson, 1999) .
Ethics
The Stanford University Institutional Review Board approved all study documents and selection procedures. Boggiano, the data collector, was present at all focus groups and interviews.
Findings
The following section explores the findings from our qualitative interviews with 12 homeless youths living on the streets of HCMC. Participants described a balancing act of maintaining their physical health in a polluted city with limited opportunities for shelter and hygiene, while also protecting their safety as they confronted dangers such as human trafficking, exploitation, rape, and violence from police and gangs.
The youths reported that their most vulnerable stage of street life was when they first arrived in HCMC and had a limited number of friends and allies, leaving them at the mercy of "the big brothers and sisters" -members of local street youth gangs -who often stole their belongings and left them in the park, injured and alone. Over time, the youths developed allies and gained power, but often sought the help of non-homeless friends in the community, including employers and social workers. The challenges faced in maintaining safety caused the street youths to focus less on their health needs, until it became critical for them to do so, such as in the instance of becoming pregnant, having an STD, or being significantly injured. Under these circumstances, the youths found themselves "confronting" their health needs and seeking the support of their trusted allies. Within this dynamic process of "protecting, balancing, and confronting", four properties emerged from our interviews: (a) facing challenges in meeting basic needs, (b) encountering barriers in maintaining health, (c) seeking advice through informal networks, and (d) engaging in health activities. Table 2 lists these properties and their unique dimensions, and each property is described in more detail below. 
Facing Challenges in Meeting Basic Needs
All 12 participants stated that they faced challenges in obtaining adequate food and shelter. The majority of the participants' time throughout the day was dedicated to earning enough money to eat, finding shelter, and protecting themselves from police, gangs, and other threats.
Youths acknowledged that food insecurity was a barrier to maintaining health. Several reported "not having fixed meals" and often eating only once per day. The preference of all youths who were interviewed was to eat "fast food", which was defined as "unhealthy snacks" or "small cheap meals" from street food stands. However, youths acknowledged that this food was erosive to their overall health in comparison to home-cooked meals. According to one female participant, "Sometimes I just have instant noodles and water all day long: noodles for breakfast, then drink some water, then noodles for lunch, and so on. And I have too much oily food, I feel so sick."
To prevent food insecurity, youths traveled to parts of the city where they were likely to find free or very low-cost meals. Youths relied heavily on pagodas, local Buddhist places of worship, for "charity meals". These vegetarian meals were prepared by the monks and the nuns living at the pagoda and were free to the entire community. One male participant shared, "If I don't have money, and I see them giving food for free, I will come and ask for one."
When no food was available, participants followed irregular eating schedules. One male youth reported, "If I have money, then I would eat; otherwise, I starve myself." Youths used a variety of coping strategies to stave off the sensation of hunger, such as filling their bellies with water. One female youth described the hierarchy of all three tactics of finding food (eating fast food, going to pagodas for food, and starving): "Some days when the charity food is not available, we starve ourselves drinking water until we have enough money for a cheap meal."
For 10 of the 12 participants in this study, finding a place to sleep at night became a pattern of drifting in and out of finding shelter and living full-time on the streets. When youths were able to secure shelter (as some did for up to a year), they relied on their relatives, friends, or sexual partners to provide them with housing. Participants rented a room when they had enough money to be able to afford a respite from the hectic nature of street life. One female participant stated, "Only when I have money [do I rent a room], otherwise, I don't rent." Another male participant stated that he usually had enough money to rent a room roughly once a month. Moreover, one major preventive factor to sleeping on the streets was being in a stable partnership where shared income and security could help a youth afford or acquire more stable sleeping arrangements. Two female participants in this study were living with boyfriends that they had met on the streets.
When participants could not find housing or shelter, they often fell asleep at the park or in the aisles of hospitals, where they hoped to blend in with patients' family members. However, these tactics came at a high cost due to the danger of being caught by governmental authorities or police, which could result in an arrest or assault. Youths who frequented public places to sleep reported occasionally saving up enough money to rent a hotel room. Overall, searching for safe places to sleep, like finding low-cost or free food to eat, was challenging for the participants in our study, causing them stress and preventing them from focusing on their health and overall livelihood.
Encountering Barriers to Maintaining Health
Participants highlighted several barriers to accessing health care that they faced while living on the streets: maintaining personal hygiene, earning an income, and the challenge of living in a stressful environment where they were constantly on guard for fear of gangs and police officers.
Several participants relied primarily on public restrooms for maintenance of personal hygiene. When asked where she was doing her personal hygiene, one female participant responded:
There is a rent bathroom in a house near a park, and I go there to take a shower and do my personal hygiene. They charge 10,000 VND [0.5 USD] for each time you shower, and they do laundry there too for 10,000 VND.
Earning money often placed the youths' health at risk. Seven of the participants stated that some or all of their income was from sex work. Participants acknowledged that engaging in sex work increased the chances of contracting an STD or being physically assaulted by a customer; female youths faced the additional risk of becoming pregnant. Concerning his health, one male participant reported: "I am afraid of fatal diseases like HIV." A female stated: "Customers don't listen to me and push their demands; I feel unsafe when they don't use condoms." Regarding her health-seeking behaviors, one female participant insisted that her clients always wore condoms: "I won't trade my life for money. HIV kills." When youth acquired condoms, the primary sources were hotels (where condoms were sometimes provided free of charge) and nongovernmental organizations. Some youth said they also bought condoms at pharmacies. Another participant stated that she did not use condoms unless customers requested it, because she was allergic to them.
Youths detailed the ways in which having to work and live outside impacted their health. Participants tried to stay healthy by avoiding exposure to extreme weather conditions whenever possible. One male participant spoke of "trying to dodge the rains and the heat" to avoid getting sick. Another youth reported, "Sometimes when the wind changes, I feel chilly to the bone; I will get wet and have a cold … the rains and heat weaken my resilience."
Youths also lived in the constant presence of violence from gangs, policemen, and customers. When asked about her surroundings, one female participant stated:
I live in Nam Park 1 … It's a park, a place for people to go jogging, to have some fun, but it's also a dangerous place, many types of people living there, sex workers, robbers … people of all kinds.
Another youth stated that she works in a district well known for sex work. The police, who frequently arrest homeless youths for sleeping in parks or not carrying government identification with them, are another threat that the youths must live with on a daily basis. Of the 12 participants interviewed, eight stated that they had been arrested at least once.
Overall, participants displayed avoidance or disconnect concerning their health. When asked about challenges in maintaining health, one participant stated: "It is my fate, I don't care about that; I haven't visited a hospital at all in my life." Often, youths' avoidance of health care was because of having to attend to other priorities, but also stemmed from a lack of knowledge regarding health services. One female participant stated, "I barely inquire about health services." When asked about how she felt in terms of her health, another youth replied: "I am not as strong as before; I will never get back to my previous health condition." Another youth said, "I feel normal, but I don't know what is going on inside my body." Finally, yet another participant said, "I don't know, I just lead a normal life, the sickness will come when it comes, I don't really know how to protect myself, just live day by day." Overall, participants' health-seeking behaviors were disrupted by challenges in maintaining their basic health needs.
Seeking Health Advice Through Informal Networks
Participants reported seeking advice concerning their health through informal networks, especially peers, social workers, and the internet and public media. When confronted with a major health dilemma (e.g., an STD or pregnancy), the youths turned to their informal networks for advice instead of seeking immediate medical care.
Social workers were also key resources for homeless youth when seeking advice about health. One female participant elaborated: "They counsel us and give us moral support, and they buy medicine for me." According to another female participant, social workers "showed me types of sexually transmitted infections, the symptoms, and how to prevent them … they advised me when I took a blood test."
Participants reported that they often utilized the internet and public media such as government public health campaigns when seeking health advice. Several participants described how much information they learned from the internet, which they accessed by visiting internet cafes located across HCMC. One male participant noted that he learned how to use condoms because of the "instructions on the packaging", and that in the past he had seen many brochures on how to use them.
Engaging in Health Activities
All 12 youths who participated in this study mentioned that they frequently went to nha thuoc [local pharmacies] to buy medicine when they were not feeling well, instead of using primary care doctors. One participant explained, "I go to the pharmacy and buy medicine. I tell [the pharmacist] how I feel, and they know what to give me." For all participants, pharmacies were accessed once illnesses became too severe to bear on their own. If a participant had a cough or a headache or was worried about stomach pains that would not go away, he or she would turn to the pharmacist for help in deciding which medicine to buy.
Among the female participants in our study, becoming pregnant created a need for health care services that mandated a trip to the hospital. Reproductive health thus became one means of entry into the health care system for homeless female youth. One female participant commented, "It is simple, everybody goes there to deliver their baby." Another youth explained, "Yes, when I delivered, I did go to the doctor." Some youths also received testing for STDs at local clinics, which social workers had connected them to.
Hospitals were used by youths only for emergencies. One participant reported, "Going to the hospital means not earning money … I have no money for the hospital." For another participant who came down with appendicitis, going to the hospital was the last resort but became a necessity when she was too sick to walk and needed urgent surgery. Seven youths (both male and female) stated that they had gone to the hospital at some point during their time on the streets: one for appendicitis, two to give birth, one because she fainted, one for an STD test, one for severe nausea and vomiting, and one for dengue fever (for which he was hospitalized for a month). Overall, youths indicated that they were preoccupied with their "day-to-day life," as well as securing food and shelter, and tended to medical issues only when they could not wait any longer.
In terms of preventive factors that helped youth maintain their health, participants remarked that engaging with local non-governmental organizations -particularly if the staff at these organizations were trusted by and well-known to the youth -enabled them to obtain services such as testing for STDs. Though not always available to the participants in our study, these factors, when present, helped them to learn more about their bodies and maintain their health to the greatest extent possible.
Discussion
To date, the health experiences of homeless youth living on the streets of Vietnam's major cities have been poorly studied (Fern, 2006; Terre des Hommes Foundation, 2004) . There are many factors that lead Vietnamese children and adolescents to the streets, and many of those factors are present among both Vietnamese street youth and homeless youth from other nations. Many children in Vietnam -including several of our participants -come to the streets to escape abuse at home or to earn money to send back to their families (Fern, 2006; Unite, 2006) . Those who identify as lesbian, gay, bisexual, or transgender often seek out street life to escape communities that have terrorized them for their sexual orientation or gender preferences (Save the Children & Institute of Social and Medical Studies, 2015) , which is also true for homeless young people in other regions of the globe (Keuroghlian, Shtasel, & Bassuk, 2014) . Unique to Vietnam, however, is the country's communist government structure that continues to devalue this marginalized population by enforcing policies that cause the youth to be thrown in jail if discovered to be living on the streets. This sustains a culture that tries to make them invisible rather than create muchneeded social services to assist them (Human Rights Watch, 2006) . In addition, generations of wealthy families in Vietnam's major cities have created a structuralized racism that places certain Vietnamese ethnic groups and social clans above others (Krajan, 2017) , preventing those in the lower classes from escaping the poverty that forces many of the thousands of homeless youths to earn money by picking up trash or selling sex.
The communism and classism that defines much of urban life in Vietnam does not create room for social services such as health care facilities to cater to homeless youth. Moreover, given the hidden nature of the juvenile street population in major cities like HCMC or Hanoi (Fern, 2006) , it is difficult to gain a deeper sense of what their health needs are or how they engage with the health care system. While the negative health impact of living on the streets is well documented (Beharry, 2012; Bao, Whitbeck, & Hoyt, 2000; Bender et al., 2007; Heffron et al., 1997) , participants in our study engaged in formal health-seeking behaviors only when their health became such a pressing issue that it could not be ignored. Youths faced several barriers to maintaining their health: challenges finding places to sleep and food to eat, having few resources to spend on accessing health care, and living in a constant environment of fear from gang violence, police brutality, and assault. This finding is corroborated by other literature on youth homelessness (Karabanow, 2009; Ensign, 1998) . As our participants emphasized, many homeless Vietnamese youths avoid engagement with medical facilities for fear of being caught by police or government officials and sent to rehabilitation centers. When youths did take action with regard to their health, it was often through pharmacies that served as primary care centers (Ngo et al., 2007) or via informal networks of peers, members of the community, and social workers.
Applying the ecological model to our findings (McLeroy et al., 1988) , participants' individual characteristics gave them enough resiliency to withstand difficult circumstances. They sought out opportunities to find food, shelter, earn an income, and develop networks that they could rely on for help. However, individual and interpersonal factors were not able to overcome the detrimental environmental factors that youths faced, such as threats to their physical safety. Although some pharmacists served as facilitators by helping youths obtain medicine, barriers such as limited resources with which to buy food or a safe place to sleep made accessing health services an almost insurmountable challenge.
Based on what we learned from homeless youths during this study, we offer recommendations about ways to improve their engagement with health services. To date, while there has been extensive research looking at how pharmacies throughout Vietnam are operated ( Van Duong, Binns, & Van Le, 1997) , there has been little research looking at ways to successfully involve pharmacies in public health endeavors. Taking the findings of previous studies a step further (Ngo et al., 2007) , pharmacies can play a crucial role in helping homeless youth improve their health and can act as a liaison to other health care services. Throughout Vietnam, locally run pharmacies can be found on each street corner. All 12 participants in our interviews talked about seeking the help of pharmacists whenever they began to feel sick.
Studies have shown that mobile health care vans that can be parked near homeless youth have been effective in increasing access to health services for this population. A study investigating illness experiences among homeless youth in Seattle (Ensign & Bell, 2004) found that mobile vans provided greater access to youth than did hospitals or medical centers. In such care settings, young people can obtain STD testing, vaccinations, and other routine primary care (Ensign & Bell, 2004) . However, as mentioned previously, being homeless is heavily policed in Vietnam, and living on the streets greatly increases one's risk of being arrested if one is discovered in public parks or sleeping on the street without a government-issued identification card. This aspect of Vietnamese society might limit the effectiveness of publicly placing mobile vans in "hot spots" where homeless youth reside in HCMC. Our results indicate that participants most commonly accessed health care resources from the internet or directly through pharmacy care (i.e., self-diagnosing, and ordering medicine from pharmacies without seeing a doctor). However, there might be potential for mobile health care centers if there could be collaboration and agreement with the Vietnamese government on the acceptability and feasibility of this intervention.
Another model of care is the "drop-in center". In the United States, these centers provide services such as meals, clothing, showers, access to transportation, and occasionally casemanagement services. In his exploration of how homeless youth are able to successfully exit street life, Karabanow (2009) stressed the importance of health care centers such as drop-in clinics that youths can access. Health clinics, he noted, are one avenue where homeless young people meet "supportive and healthy contacts" that help them not only meet their basic health needs but also begin to develop the skills necessary to exit street life (Karabanow, 2009, p. 20) . Studies have shown that drop-in centers can serve as social support centers and connectors for street youth, and provide a gateway to treatment for substance abuse and mental health problems (Tsemberis, Moran, Shinn, Assmussen, & Shern, 2003) .
Above all, however, the findings from this study underscore the need for ending the practice of systematic roundups of Vietnamese street youth, due to the negative impact on their ability to seek out health care. If the Vietnamese government continues to treat homeless youth as illegal and repeatedly send them to rehabilitation centers, their health will continue to deteriorate.
Limitations
There are a few limitations to our study. Our small sample size and purposive sampling strategy meant that we were speaking with one small subset of the homeless youth in HCMC. We therefore cannot conclude that our findings are representative of the health-seeking behavior patterns of all homeless youth in Vietnam. In addition, the limited time collecting data in Vietnam hindered efforts at uncovering all facets of the complexity of homelessness in Vietnam. This article is a first step towards uncovering elements of health-seeking behavior among homeless youth in HCMC and Vietnam more generally. Despite these noted limitations, our study was able to gain a deeper understanding of Vietnamese homeless youth, their health needs and strategies, and the barriers they face in accessing health care.
Conclusion
While the damaging health consequences of homelessness in Vietnam have been studied previously (Duong et al., 2008) , the health-seeking behaviors of young people living on the streets and their barriers to accessing health care services have remained poorly understood. This study seeks to contribute a greater understanding of health and health-seeking behavior among homeless youth in HCMC through our description of "protecting, balancing, and confronting". For young people living on the streets, health maintenance is a low priority given the difficulties faced in meeting even basic needs like food and shelter. Several barriers exist that impede young people's access to the health care system, largely stemming from policies that make homelessness discriminated against in Vietnam, as street children are frequently jailed by police during street sweeps (Human Rights Watch, 2006) . In order to help youth begin to prioritize their physical and mental health, a collaborative approach among the government, law enforcement, health clinics, nongovernmental organizations, peer networks, and local pharmacies is required.
